Attempts to identify babies who may be at risk of the sudden infant death syndrome have concentrated on healthy infants who suddenly become apnoeic, usually during sleep. Apparently moribund, they are resuscitated and then investigated in hospital. They are labelled "near-miss" cot deaths because of the dramatic presentation, the frequent failure of the clinician to find an adequate explanation for the episode, and a similar age range to that in those children who succumb to-the sudden infant death syndrome. This has encouraged the belief that "near misses" represent part of the range of cot deaths and provide the most appropriate patients for subsequent study of the physiological mechanisms.
The range of studies performed on these infants has been reviewed recently by Shannon and Kelly,' who pursue the widely held hypothesis that many babies who die of the sudden infant death syndrome have an abnormality in the regulation of their breathing patterns, particularly during sleep, and that prolonged apnoea may be triggered by a variety of stimuli. Shannon and Kelly suggest that some babies have repeated episodes of alveolar hypoxia, which stimulates pulmonary vasoconstriction and gradually results in hyperplasia of the pulmonary vascular smooth muscle, which is reported at necropsy in many cases. They imply that in about two-thirds of cases of sudden infant death syndrome and near misses the course follows a progressively downhill path, with hypoventilation, hypoxia, and tissue damage, particularly of the brain stem. To avert this deterioration, they advocate home monitoring to identify prolonged episodes of apnoea and bradycardia, so that parents can start resuscitation promptly. The justification of this policy has been based on a study of 60 infants who had experienced life-threatening apnoea; 26 required resuscitation for one or more subsequent episodes at home, and only four died. 2 Unfortunately, we cannot assume that the problems posed by near-miss cot deaths are nearly solved. The overwhelming evidence of population studies of the sudden infant death syndrome is that infants who have had previous near-miss episodes are rarely included. Almost every investigator has had an anecdotal case, frequently an obviously but indefinably abnormal infant who has subsequently died. The Inevitably the staff of a practice have some access to clinical records and other confidential matters. It is the doctor's responsibility to ensure that they also understand how important it is to maintain confidentiality. Apart from nurses, most staff will be under no similar professional duty in their own right, but they should be made aware-and ideally this should be an express term of their contracts of employmentthat any disclosure of confidential information will be regarded as gross misconduct justifying summary dismissal.
The general principle is qualified by several exceptions.
Firstly, confidential material may be disclosed if the patient gives his consent. Secondly, there may be disclosure when it is undesirable on medical grounds to seek the consent of the patient. A third exception covers the case where the doctor's duty to society as a whole must override his duty to his patient, and a fourth protects approved medical research, provided that the patient is not identified.
The last, and apparently the most misunderstood, of the exceptions to the general principle arises when confidential information is required by due legal process. The circumstances in which the law may override the duty of confidentiality are clearly defined and ought, in the interests of doctor and patient alike, to be clearly understood.
Firstly, certain statutory obligations require doctors to notify the authorities of abortion, drug addiction, and some diseases. The police may also require them to provide information to identify a driver alleged to be guilty of a motoring offence. These obligations are generally well known to the profession and give rise to little difficulty.
The only other circumstance in which a doctor should disclose confidential information without the patient's consent is when ordered to do so by a court of law. A preliminary request from a solicitor, however portentous, should be politely refused. The refusal will often be followed by a subpoena or a summons requiring the doctor to attend at court or to bring to court confidential documents; that should be obeyed. Once at court, and asked to give evidence about a matter which appears to fall within the mantle of professional confidence, the doctor should explain to the judge why he is unwilling to answer the question or, as it may be, to hand over the subpoenaed documents. If the judge orders him to answer, a refusal will place the doctor in contempt of court and make him liable to a fine or a sentence of imprisonment. Refusal to
